A RELATIONSHIP between coffee consumption and pancreas cancer has recently been reported in a case-control study (MacMahon et al., 1981) . A correlation had previously been found in international data (Stocks, 1970) . We were prompted by these observations to examine changes in mortality for this cancer in different countries in relation to changes in coffee consumption.
Data related to coffee consumption were collected for the 16 coffee-importing member countries of the International Coffee Organization for which W.H.O. holds sufficient pancreas-cancer mortality data. These data (net imports in kg/head/ year) relate to the periods 1945-49 and 1960-64 , and are shown in Table I , together with the sex-specific, age-standardized mortality rates for pancreas cancer for ages 35-64, for the periods 1955-59 and 1970-74. Also presented in this Table II (correlation coefficient of 0-61 for males and 0-68 for females). The correlation coefficients observed after excluding Japan (and the unusually marked postwar changes both in mortality from many cancers and in diet might warrant its exclusion) are much smaller and no longer statistically significant (Table II) .
An established risk factor for pancreas cancer is cigarette smoking and it would therefore seem appropriate to take some Accepted 10 August 1981 account of this in the analysis. Changes in lung-cancer mortality can be regarded as a measure of changes in cigarette smoking and we have therefore calculated the correlation between changes in pancreas cancer and coffee consumption after allowing for lung-cancer mortality changes (Table II) . The results, however, do not indicate that these associations can be explained by smoking. Indeed, for countries other than Japan, the correlation for males is increased.
These analyses may be seen as consistent with the relationship reported by MacMahon and his colleagues, though the suggested attributable risk of about 50% would imply a higher correlation than we find. Needless to say, international data of the type used here are crude and must be interpreted with caution. Thus, if coffee did cause a large proportion of pancreas cancers, the association might not be obvious in an international correlation of changes in consumption and mortality if the effect was small compared to improvements in diagnosis or death certification. In this case a cross-sectional, international correlation might be of interest. Such analyses have been carried out by Stocks (1970) as well as by Armstrong & Doll (1975) though in both studies the coffee and pancreas cancer data related to a similar period. A more appropriate analysis might involve coffee data from an earlier period than the mortality data. We have therefore correlated our coffee data for the period 1960-64 with The first period refers to 1945-49 for coffee consumption and 1955-59 for pancreas-cancer mortality.
Consumption (kg/head/year) was estimated from net imports in 1945-49 (F.A.O., 1959) and the average of these in 1960 and 1964 (F.A.O., 1965 and 1971) and the estimated populations in 1947 and 1962 (U.N., 1950, 1965 our pancreas-cancer mortality data for the period 1970-74, and find a correlation coefficient for males of 0-43 and for females of 0-41; 0 47 and 0-61 respectively after adjusting for smoking (as measured by lung-cancer mortality). It is clear that more information is required on coffee consumption by patients with pancreas cancer and by controls.
